Tuberculosis is a disease that has long been there since ages and is a threat as it was. Abdominal tuberculosis is espacially common in endemic regions and with its varying and non-specific presentation may mimic a variety of disorders ranging from benign to malignant. It has a concealing effect as well and tends to mask diseases that are of entirely different character. All of this creates a diagnostic dilemma for the clinician. we present a similar case which was as non-specific as it could be. We presented here a patient who after undergoing more than 3 colonoscopies, being labelled lymphoma twice, registered for chemotherapy and most of the conventional tubercular markers being negative, still turned out to be a case of abdominal tuberculosis. J Microbiol Infect Dis 2017; 7(3):156-159 
INTRODUCTION
Tuberculosis is a disease which has affected mankind for many centuries and persists to be a global threat in both developing and developed countries. Mycobacterium tuberculosis (TB) infection affects nearly 10 million people a year and causes 1.5 million deaths. TB is common in the immunosuppressed population with 12% of all new diagnoses occurring in human immune deficiency virus (HIV)-positive patients [1] .
Abdominal TB is one of the most prevalent forms of extra-pulmonary disease being present in 11% of tuberculosis patients. It has an insidious course like any other chronic infectious disease without any specific laboratory, radiological or clinical findings which lead to great difficulties in its diagnosis. As a result, the diagnosis of abdominal TB is still a challenge to the physician. We present the case of a patient who after undergoing a battery of investigations, being labelled lymphoma twice, subjected to more than three colonoscopies, turned out to be abdominal tuberculosis.
CASE
A 52 year old post-menopausal female, with no underlying co-morbidities, presented with complaints of generalized weakness, evening rise of temperature and abdominal discomfort for last two months, associated with night-sweats, weight loss and reduced appetite. Examination revealed pallor with pulse rate of 82/min, blood pressure of 124/80 mmHg and temperature of 990F. There was no lymphadenopathy.
Her systemic examination was unremarkable except mild tenderness in left lower abdomen. Routine blood workup revealed anemia (Hb 10.5 g/dl) which was hypochromic-microcytic (MCV-75 fL/cell, MCH-23 pg/cell) with normal Liver/Kidney function tests. Chest x-ray was normal. USG abdomen was done which revealed retroperitoneal lymphadenopathy with mild ascites. CT abdomen showed enlarged retroperitoneal and bilateral common iliac nodes with omental thickening and stranding. There was mild to moderate ascites as well. Asciticfluid analysis revealed SAAG of 0.51, neutrophillic exudative, ADA of 10 U/l. It was negative for malignant cells. Microscopy as well as culture of ascitic fluid for Acid-Fast bacillus was negative but PCR-MTB was positive.
CA19-9 and CEA levels were normal, while CA-125 was 153.5 U/ml. Sputum as well as Urine for AFB were negative. Gut screening was done which revealed a normal upper GI tract while Colonoscopy suggested an Ulcero-infiltrative CECT Findings: Concentric wall thickening involving descending colon with enlarged left para-aortic/ aortocaval/ peripancreatic and mesenteric nodes. Soft-tissue density nodules in bilateral upper lobes of lung with showing some feeding-vessel sign, suggestive of metastasis and micronodules with tree-in-bud appearance in upper lobes of lung, suggestive of infective pathology.
Patient was operated. Segmental left colectomy with end-to-end colocolic anastomosis was done. Operative findings were: About 3-4 cm ulcero-proliferative lesion in descending colon. Multiple small whitish nodules over peritoneum of pelvis, omentum and gut, likely metastasis with Splenomegaly and ascites.
Final histopathological report of the entire specimen depicted epithelioid cell granulomas with Langhans type of giant cells and caseous necrosis. Features were consistent with chronic granulomatous pathology-tuberculosis. Sections from meso-colon and single node dissected also showed features of chronic granulomatous pathology. Omental biopsy also revealed features of chronic granulomatous pathology.
Patient was started on Anti-tubercular chemotherapy and after one month of treatment she was symptomatically better with improved appetite. Her anemia was reversed and repeat abdominal scan showed a decrease in the lymph node size and ascites was resolved.
DISCUSSION
Abdominal tuberculosis is again on rise all over the world with the resurgence of multidrug resistant TB. However, this topic is still restricted within a few paragraphs in the textbooks and the current knowledge of abdominal tuberculosis has to be updated. Sensitivity of various methods have already been speculated in previous studies without any serious conclusion. The clinical and laboratory features of abdominal tuberculosis are nonspecific and lead to the suspicion of only a chronic infectious disease. The vague character of symptoms has been previously defined in many studies [2, 3] . Symptoms such as weight loss, night-sweats, anorexia, anemia, hepatosplenomegaly and an elevated LDH can be present in a variety of GI disorders.
The diagnosis of abdominal tuberculosis classically requires microbiological and culture confirmation of the mycobacterium-tuberculosis, whereas, the diagnosis can be established histopathologically in many studies [2, 4] . However, microbiological isolation of the agent is very rare for patients with abdominal tuberculosis. Tuberculosis can mimic a multitude of gastrointestinal disorders. Can present as large and palpable intra-abdominal masses, usually arising from lymphadenopathy, which may mimic lymphomas and other malignancies.
Lymphoma and tuberculosis are commonly being misdiagnosed due to the similarities in presentation of constitutional symptoms, subjecting patients to incorrect treatment and potential harm. The lymph nodes are the most common sites of extrapulmonary tuberculosis; abdominal TB comes in as sixth [5] [6] [7] . On the other hand, GI tract is the predominant site of extra-nodal lymphoma, with the Non-Hodgkin type (NHL) being the most common variety. TB and lymphoma may also share radiological features. In CT scan, there may be findings of polypoid masses or ulcerations, most frequently near the ileocecal valve; circumferential infiltration; a cavitary mass excavating into the mesentery; endoexoenteric tumors; mucosal nodularity; and fold thickening [8] .
Several reports have described the coexistence of tuberculosis and non-Hodgkin lymphoma in lymph nodes [9] . Of importance, TB and lymphoma can be causatively related, through the well-established lymphoma related immunosuppression [10, 11] . In the other direction, it has been reported that the risk of non-Hodgkin lymphoma is significantly increased (OR 1.8) in individuals with a history of TB [12] . The risk of non-Hodgkin lymphoma is increased in individuals with a history of severe forms of tuberculosis who have not received curative chemotherapy [13] , and an underlying common susceptibility has been postulated.
Thus diagnosing abdominal tuberculosis or ruling it out of the probables in difficult cases is still a challenge to the physician. Like in our case, the clinical profile, laboratory findings and even the histopathology was in favour of malignancy. Patient was even registered for chemotherapy. But an aggressive investigative workup, which included a laparotomy, yielded a diagnosis which can be treated with simple and largely harmless drugs, for a very limited period of time.
In conclusion, tuberculosis is a great mimicker. It is also a disease that can be easily treated and controlled. Clinicians need to be aware of the myriad manifestations of TB and resist the temptation of premature diagnostic closure.
